, as well as our referees for their invaluable assistance at various stages of the study.
The benefits of testing pregnant women for HIV are increasingly assured, particularly with regard to reducing vertical transmission. 1 Yet uptake of antenatal HIV testing in Britain remains low. 2 Our previous study examined an opt-in approach (women had to make an active choice to be tested).
3 Some women were uncomfortable with this, feeling that it indicated high risk behaviour. We therefore assessed an approach based on similar requirements for information and consent but with a change in emphasis, in that testing was routine unless the woman declined.
Subjects, methods, and results
The testing programme was conducted during February to April 1998. Before their booking appointment, all women were sent a leaflet about blood tests to be conducted, including HIV testing. At the antenatal
Key Messages
x The lifetime costs of care for a child infected with HIV have been estimated at £178 300
x Screening pregnant women for HIV can avert this cost and lead to gains in life years for both mothers and children ). Women were then asked to complete a questionnaire measuring attitudes, satisfaction, anxiety, 5 knowledge about the test, and reasons for agreeing to or declining the test. Key outcomes were compared with those observed in the same setting during 1996-7. 3 Of the 924 women who booked at the clinic, 816 (88.3%) had an HIV test; one woman not at high risk was found to be HIV positive. One woman was already known to be HIV positive and was not tested. The prevalence of HIV positivity was therefore 2/817 (0.2%). The mean time taken to offer the test was 2 minutes 34 seconds (range 1-15 minutes). One of the eight women at high risk because of injecting drug use declined to be tested.
The questionnaire response rate was 99.1% (916/924). Most women (793/904 (87.7%)) answered yes to the question, "Do you think the HIV test should be a routine test like all the other blood tests during pregnancy (i.e. it's done unless you say you don't want it)?" The mean anxiety score was 33.2 (SD 10.6; maximum possible 80). A question about reducing vertical transmission with zidovudine elicited a correct response by 69% of women (628/905). The most frequent reasons given for declining the test were, "Not necessary as I've no chance of being positive" (n = 28) and "I've been in a stable relationship for a long time" (n = 15).
Comment
The uptake of the HIV test (88%) in this study is more than double the rate (35%) achieved in the 1996-7 opt-in study 3 (table) . During the year between the two studies, the attitude of women and midwives to HIV testing may have changed owing to increasing knowledge about effective treatment and considerable media exposure. Yet despite these possible changes, the magnitude of the increase in uptake suggests that this approach is more effective than an opt-in approach, and those who decline testing do not seem to be doing so because of high risk status. Moreover, this approach was not time consuming, required no extra staff, and was positively endorsed by most women. Compared with women in the opt-in study, the women were significantly less anxious and more knowledgeable about the protective effects of zidovudine; there was no evidence that women found it difficult to decline a est.
We cannot conclude that this approach will achieve a similar outcome in London, where there are more complex issues of language and cultural heterogeneity. But provided that safeguards are in place to ensure that women can make a fully informed choice, our routine voluntary approach is in keeping with recent guidelines 1 and may be acceptable and appropriate in other clinics in high prevalence areas.
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